On examination: A healthy-looking woman of average build, apyrexial and not jaundiced. The right upper quadrant of the abdomen was occupied by a cystic tender mass which moved on respiration. Operation (9.5.51): Right paramedian incision. A large cystic tumour was found growing from the undersurface of the right lobe of the liver. It was removed without undue difficulty, leaving a raw, oozing surface, in the centre of which was a thinwalled channel exuding bile. Apart from this, no direct communication with the intraor extrahepatic biliary system was found. A flap of peritoneum covering the tumour was used to cover the raw area. The gall-bladder contained a cholesterol solitaire, 2 cm in diameter, and was removed. The common bile duct was normal. A tube drain was placed down to the tumour bed through a stab wound. Progress: Recovery was uneventful and bile leakage slight. The patient was last seen in June 1959, when she appeared to be in good health. Pathology (Dr R D Clay): The specimen is that of an ovoid multilocular cyst, 21 x 17 cm, weighing 760 g. The contents of the loculi vary from clear mucinous fluid to brownish turbid material containing cholesterol crystals. Some of the smaller loculi contain soft papillary. ingrowths arising from their walls. Section shows the capsule and septa to be composed of relatively acellular collagenous connective tissue. The loculi are lined by columnar mucus-secreting epithelium which, in the adenomatous areas, is thrown into complex folds supported by a scanty vascular stroma. Ewing (1941) states that cystic adenoma of the bile ducts is rare and that many of the recorded cases were only doubtfully neoplastic; he recognizes only 4 genuine cases from the literature, of which only one (Keen 1892) was solitary, multilocular and clearly adenomatous.
Discussion
Warvi (1944) records a single case of bile cystadenoma. Edmondson (1958) advises that the term cystadenoma should be confined to the multilocular cystic tumours lined with columnar epithelium and having a dense cellular stroma. He has personally studied a single case. Cystadenomata are to be distinguished from various forms of solitary and polycystic disease of the liver. The latter are usually unilocular and -the fluid is not 'likely to be grossly mucinous. The loculi in cystadenomata have a tall columnar epithelium, papillary infoldings and a dense cellular type of stroma, features that are not at all characteristic of the other forms of cystic disease. From a review of the reported cases of solitary or localized cystic disease of the liver, it is-difficult to decide which of them are truly cystadenomata. The structure of these tumours, which occur predominantly in women, is reminiscent of cystadenomata of the pancreas but none has so far been reported as becoming malignant, a complication sometimes noted in cystadenomata of the pancreas. Keen This patient, an Egyptian, was recently in hospital in Cairo with amoebic dysentery. Apart from the bowel symptoms, for two years he had experienced epigastric pain after meals with nausea, but no vomiting, 4leartburn, dysphagia, or heematemesis. The pain did not wake him at night. Clinically, there were no abnormal physical signs. Investigations: Plain X-ray of the abdomen showed a large soft-tissue shadow, probably in the stomach. Barium meal showed the presence of a large rounded filling defect in the fundus, near the cardio-aesophageal junction. Gastroscopy revealed a submucosal tumour arising from the fundus. The mucosa over the tumour was normal. A provisional diagnosis of leiomyoma was made. Operation: When the stomach was mobilized the tumour was palpated and found to be soft. It was therefore thought that the diagnosis of sarcoma was more likely than leiomyoma. Accordingly an upper partial gastrectomy with cesophago-ga4trostomy was carried out.
Macroscopic, examination: A cyst, 7 cm in diameter, covered by normal gastric mucosa, lay in the submucous layer of the gastric wall. The lining was smooth (Fig 1) . The patient, a female, first presented at the age of 18 in June 1943 with complete exstrophy of the bladder, 'which was treated by bilateral transplantation of the ureters into the pelvic colon, with excision of the' extroverted bladder and plastic, repair of the perineum. The patient remained well following this procedure and in 1955 was delivered of a male child by Cisarean section. Immediately following delivery she had a severe attack of left-sided pyelonephritis, -and intravenous pyelography carried out when the attack had subsided-showed a very poor function with dilated ureter and pelvis on the left side. She had a further attack-of left-sided pyelonephritis in the following year, and in December 1958 was readmitted with acute on chronic large intestine obstruction which proved to be due to a scirrhous carcinoma of the pelvic colon just at the point of implantation of the left ureter which was grossly dilated and completely obstructed. Following a preliminary transverse colostomy the carcinoma of the colon was excised and the right ureter was reimplanted in the colon; the left ureter being ligated. The patient remained well after this for a year and was then operated on in Bournemouth for acute intestinal obstruction which was found to be due to adhesions from multiple peritoneal metastases. She ultimately died in August 1960. The specimen shows the resected pelvic colon with the carcinoma surrounding the lumen and protruding as a cone-shaped papilla. of growth into the grossly dilated lower end of the left ureter. The lower end of the right ureter is seen as a papilla or false polyp projecting about a centimetre into the lumen of the pelvic colon (Fig 1) .
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It seems likely from the history that the growth must have started at or very near the point where the left ureter had projected into the colon and it is suggested that there may be a causal relation between the transplantation of the ureter and the subsequent development of the carcinoma of the colon, for the following reasons: (1) The chance of a female patient developing a carcinoma of the pelvic colon at the age of 30 in the general population is very small indeedabout 1 in 100,000 (calculated from published figures). (2) The incidence of carcinoma of the colon on pre-existing polyps, both true and false, is well recognized and the time relations in this patient are of the order which is known to occur in the transformation of a benign pseudo-polyp into a carcinoma. (3) The lower end of the right ureter is projecting into the colon as an obvious false polyp, and a polyp furthermore which is rather firmer than the sur-
